Spain has recently changed from being a country of emigration to one of immigration and in the past 5 years the number of immigrants has increased dramatically. The percentage of immigrants in Barcelona is currently 14% of the total population and in some areas of the city this rate reaches 38%.
1
Several studies have suggested that immigration could be a risk factor for mental health disorders such as psychosis and that immigrants present to psychiatric emergency services at higher rates than indigenous patients. [2] [3] [4] However, other reports do not support these findings and argue that immigrants present a lower risk of psychiatric disorders such as alcohol and drug use disorders, major depression, dysthymia, mania, or anxiety disorders, [5] [6] [7] and tend to underuse psychiatric services. 8, 9 In some of these studies immigrant samples have been analysed as a single group and major cultural differences related to region of origin are not taken into account.
The association between personality disorder and migration or ethnicity has not been extensively investigated. Although several authors have found lower rates of personality disorder among Black and minority ethnic patients compared with White patients in forensic and non-forensic psychiatric services, 10, 11 we found only two studies that analysed the relationship between immigration and personality disorders in psychiatric emergency services. Tyrer et al 12 found a lower incidence of personality disorder among African-Caribbean patients compared with White patients presenting to a psychiatric emergency service in London, and Baleydier et al 13 reported a lower frequency of a general personality disorder in immigrants presenting at a psychiatric emergency service in Geneva when compared with indigenous patients. Paris 14 suggests that immigration itself could be a social risk factor for borderline personality disorder and that some immigrants from traditional societies without borderline pathology in their country of origin might develop the disorder in a modern society such as North America. The aims of this study were to examine the association between immigration and borderline personality disorder in a Spanish psychiatric emergency service and to investigate possible differences in relation to the region of origin.
Method
We evaluated a total of 11 578 consecutive admissions seen over a 4-year period at the psychiatric emergency service of a tertiary university hospital in the city of Barcelona, Spain. This hospital is part of the national health service and provides free medical service 24 h per day to the indigenous population and immigrants, regardless of legal status. The hospital's catchment area serves a population of 332 000 and has the highest immigrant concentration in Barcelona. Written consent to participate in the study was not obtained as information was collected from routine admission data, but the principles outlined in the Declaration of Helsinki were followed. The study was approved by the clinical research ethics committee at the Hospital del Mar.
Participants
We studied all admissions following a routine computerised protocol that comprised demographic and clinical variables. 15, 16 Socio-demographic data included age, gender and country of
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Aims
To compare the likelihood that immigrants (immigrant group) v. indigenous population (indigenous group) will be diagnosed with borderline personality disorder in a psychiatric emergency service and to determine differences according to area of origin.
Method
A total of 11 578 consecutive admissions over a 4-year period at a tertiary psychiatric emergency service were reviewed. The collected data included socio-demographic and clinical variables and the Severity of Psychiatric Illness rating score. Psychiatric diagnosis was limited to information available in the emergency room given that a structured interview is not usually feasible in this setting. The diagnosis of borderline personality disorder was based on DSM-IV criteria. Immigrants were divided into five groups according to region of origin: North Africa, sub-Saharan Africa, South America, Asia and Western countries.
Results
Multivariate statistical logistic regression analysis showed that all subgroups of immigrants had a lower likelihood of being diagnosed with borderline personality disorder than the indigenous population independently of age and gender. Furthermore, the rates of borderline personality disorder diagnosis were considerably lower in Asian and sub-Saharan subgroups than in South American, North African, Western or native subgroups.
Conclusions
Our results showed that in the psychiatric emergency service borderline personality disorder was diagnosed less frequently in the immigrant group v. the indigenous group. Our results do not support the concept of migration as a risk factor for borderline personality disorder.
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origin. Clinical characteristics included: reason for seeking care (grouped into six categories: psychosis, anxiety, depression, disruptive behaviour, drug misuse or other), referral source (self-referrals, ambulance, police or other), previous psychiatric history, previous contact with mental health services, substance misuse or dependence, diagnosis and hospitalisation. It is not usually possible to administer semi-structured diagnostic instruments in a psychiatric emergency service setting. Diagnosis was therefore made based on information gathered from the patient and family, and from any computerised out-patient psychiatric data available at the centre. Because patients can have more than one psychiatric diagnosis, we grouped the major mental illnesses into six categories: psychotic, affective, anxiety, drug misuse, personality (including borderline personality disorder), and other Axis I disorders. For the purpose of this study, borderline personality disorder diagnosis was made at the time of admission using the information collected, systematically assessing each DSM-IV criteria 17 for the disorder. Comorbid diagnoses were not analysed as each admission received only one main diagnosis. 'Immigrants' were defined as any foreign-born individuals, regardless of whether or not they had been granted Spanish nationality. Tourists were not included in the sample. We divided the immigrants into five groups according to region of origin: North Africa, sub-Saharan Africa, South America, Asia, and Western countries (Europe, USA, Canada and Australia).
Severity of illness was assessed by the Spanish version of the Severity of Psychiatric Illness (SPI) scale. 18, 19 This instrument was developed as a patient-level decision support tool to assess the need for services -especially in-patient care -based on each patient's clinical and social factors. It is a clinician-administered rating scale consisting of 12 items that are scored on a four-point scale from 0 (absent) to 3 (severe problem). Specific domains include suicide risk, danger to others, severity of symptoms, difficulty with self-care, medical problems, drug problems, job problems, family disruption, housing instability, treatment adherence, family involvement, and premorbid dysfunction. The SPI was completed by the clinician at the end of the psychiatric emergency service visit based on all available information (from patients, family and clinical records). All psychiatric emergency staff had attended an SPI training programme.
Statistical analysis
Data were analysed using the SPSS 14.0 software package for Windows. Over the 4-year period, a single patient may have been seen more than once at the psychiatric emergency service. However, as their socio-demographic and clinical characteristics (e.g. diagnosis, reason for referral, SPI scores) possibly varied between consultations, the unit of analyses used was each separate episode of care rather than the individual patient. All hypotheses were tested at a two-sided, 0.05 significance level. Demographic and clinical characteristics of immigrants (immigrant group) and indigenous patients (indigenous group) were compared using chi-squared tests for categorical variables and Student's t-tests for continuous variables. Items on the SPI scale were compared between the two groups using the non-parametric Mann-Whitney U-test. We also analysed differences between each subgroup of immigrants in comparison with the indigenous group.
The relationship between immigrant subgroups and borderline personality disorder diagnosis was examined by multivariate logistic regression analysis. The dependent variable was borderline personality disorder diagnosis and the independent variables were all subgroups of immigrant status. Age and gender were included as potential confounding variables.
Results
Of the 11 578 admissions to the psychiatric emergency service, 1345 (11.6%) were immigrants: 35% were from South America, 29% from North African, 24% from Western countries, 8% from Asia and 4% from sub-Saharan Africa. A total of 250 admissions were excluded from the study because they were tourists.
Differences between immigrant and indigenous patients
Online Table DS1 summarises demographic and clinical characteristics and shows the differences between the immigrant and indigenous groups. Compared with the indigenous group, immigrants were younger and more frequently males. Forty-three per cent of immigrant patients presented serious social problems and 11% had a language barrier. They had fewer psychiatric antecedents and less previous contact with out-patient mental health services. There were no differences between immigrant and indigenous groups with respect to substance use disorder. Hospitalisation was higher for immigrants than for the indigenous group. Immigrants were more frequently brought to the psychiatric emergency service by ambulance or police. Rates of borderline personality disorder diagnosis among immigrants were lower than in the indigenous sample: 5.7% v. 9.5% respectively. The SPI scale showed that compared with the indigenous group, immigrants had lower levels of symptom severity, suicide risk and medical problems and a similar risk of danger to others and drug problems. However, they showed more difficulties related to job, family and housing. Table 1 shows demographic and clinical variables for each subgroup of immigrants compared with the indigenous group. Table 2 presents differences in SPI scores. All subgroups of immigrants showed lower rates of borderline personality disorder diagnosis than the indigenous group. However, rates in the subgroups of patients from South America, North Africa and Western countries were more similar to those of the indigenous sample than those in the Asian and sub-Saharan African subgroups.
Differences between subgroups of immigrant patients
Patients from North Africa manifested more substance misuse and were more frequently brought to the psychiatric emergency service by police. Hospitalisation was also higher in this subgroup. The reason for emergency consultation was more frequently disruptive behaviour, and depression was infrequent. These patients had a higher risk of danger to others but lower severity of symptoms and fewer medical problems. They had more difficulties related to job, family and housing than the indigenous group.
The sub-Saharan African subgroup had a similar rate of drug problems when compared with the indigenous group. The main reason for consultation was psychotic symptoms and there were more hospitalisations in this subgroup than in the indigenous group. They did not present risk of suicide but had a greater risk of danger to others and more job, family and housing difficulties.
The South American subgroup was the only immigrant group with a greater proportion of females than males. They had fewer drug problems but more anxiety symptoms than the indigenous group. Total SPI scores were lower and they showed less severity of symptoms, less risk of suicide, lower risk of danger to others and more self-care ability. However, they had more job and family problems than the indigenous group.
The Asian subgroup presented with fewer drug problems and were more frequently brought to the psychiatric emergency service by ambulance than the indigenous group. The main reasons for consultation were disruptive behaviour and psychotic symptoms. Depression was less frequent. The proportion of hospitalisation was higher than for the indigenous group. Scores for all items of the SPI were similar to those for the indigenous group.
Finally, immigrants from Western countries presented clinical characteristics that were similar to those of the indigenous group but they had more job, family and housing difficulties.
Association between immigration and borderline personality disorder Table 3 shows the final logistic regression model that included the immigrant subgroups, age and gender as independent variables.
The logistic regression was significant for all variables. Younger patients were more likely to be attributed a diagnosis of borderline personality disorder than older patients. Men had less risk of receiving a diagnosis of borderline personality disorder than women. All subgroups of immigrants were less likely to be diagnosed as having the disorder than the indigenous group, independently of age and gender: the sub-Saharan African subgroup had more than seven times less chance of being diagnosed with the disorder; the Asian subgroup showed more than four times less risk; and North Africans, South Americans and Westerners presented about two times less risk.
To explore the cross-cultural validity of borderline personality disorder diagnoses, we compared patients with the disorder according to region of origin. We analysed age, gender and the SPI items that are usually related with 'borderline personality disorder symptoms' such as suicide risk, danger to others, drug problems and family disruption. We found that all patients were similar independent of region of origin. There was no significant difference between subgroups in gender, risk of suicide, risk of danger to others or family disruption. However, patients with borderline personality disorder from North Africa and sub-Saharan Africa were younger, and those from Asia were older than the indigenous group. Only patients with the disorder from Western countries had significantly fewer drug problems than indigenous patients with borderline personality disorder.
Discussion
We found significant clinical differences between immigrant and indigenous patients that attended a psychiatric emergency service. We also observed differences between subgroups of immigrants in relation to geographical origin. Although immigrants from South America and Western countries presented clinical characteristics that were similar to the indigenous population, immigrants from African and Asian countries differed considerably. We also found that borderline personality disorder was diagnosed by the emergency psychiatric clinicians less frequently in immigrants than in the indigenous population. Moreover, subgroups from Asia and sub-Saharan Africa were attributed this diagnosis less frequently than other subgroups of immigrants.
Differences between immigrant and indigenous patients
The finding that immigrant patients were younger and predominantly male has been reported previously 4 and can be expected given that, in general, young men are more likely to migrate than women. Immigrants had less previous contact with the ambulatory psychiatric care system than the indigenous group and were more often brought by ambulance or non-voluntarily by the police. Previous studies have also shown that immigrants do not seek care through the usual psychiatric circuits and take longer to seek help. 4, 20 A delay in care seeking could explain why, in our setting, immigrants showed higher illness severity when seen via the psychiatric emergency service and were more often brought involuntarily. Differences in cultural conceptualisation of mental illnesses could also account for the fact that they themselves do not seek help when they have psychiatric symptoms. 20 The higher percentage of hospitalisations among immigrants when compared with the indigenous group could be related to the fact that when immigrants arrived at the psychiatric emergency service, they generally presented more severe symptoms, with higher levels of psychotic symptomatology and a greater risk of danger to others. This could perhaps be related to the unstructured environment in which immigrants often find themselves.
A relationship between migration and psychiatric disorders has not been clearly established. Although a recent meta-analysis found that migration was an important risk factor for the development of schizophrenia, 3 other studies have reported a lower risk of psychiatric disorders such as alcohol and drug misuse, major depression, dysthymia, mania and anxiety disorders in immigrant populations. [5] [6] [7] In another recent meta-analysis, migration was not found to be a risk factor for mood disorders. 21 In our study, immigrants presented more psychotic symptoms but fewer depressive symptoms than the indigenous patients. As in other studies, we also found that immigrants were unlikely to seek medical help for depression. 20 It is possible that these patients do not seek medical care as they do not consider their symptoms as an illness. It is important to point out that in agreement with other studies, we found that immigrants had a lower risk of suicide. 4 
Differences between subgroups of immigrant patients
Differences among immigrants according to geographical origin have been reported previously by other authors. 4, 21 The lack of difference between the South American subgroup and the indigenous group in our study could be related to the fact that cultural and linguistic similarities may reduce the stress of acculturation in this subgroup. Patients from Western countries also presented few problems regarding integration. In general, they do not find marked cultural differences and do not therefore present severe adaptation problems. Furthermore, the medical and psychiatric healthcare system in their country of origin is generally comparable to that in Spain, as are generally attitudes to and beliefs about mental illness.
In contrast, cultural differences in subgroups of patients from African and Asian countries are more marked. They generally present behavioural disorders and psychotic symptoms, but they do not usually consider depressive symptoms to be an illness and rarely seek treatment for such disorders. 4, 22 It is also possible that they may use alternative medicine practices, such as acupuncture or herbal medicine.
Association between immigration and borderline personality diagnosis
Our findings support two previous studies that analysed rates of personality disorder among minority ethnic and foreign patients in a psychiatric emergency service. Tyrer et al 12 found that the incidence of personality disorder among African-Caribbean patients attending a psychiatric emergency service (25%) was lower than among White patients (63%), and Baleydier et al 13 reported that foreign patients seen at a psychiatric emergency service in Geneva were less likely to be given this diagnosis than the indigenous population.
There may be several possible explanations for this lower risk of diagnosis in certain immigrant groups. The first is the possibility that this is a true finding. Although epidemiological data are as yet lacking in areas of Asia and Africa, authors such as Murphy 23 and Paris 14 suggest that traditional cultures may provide protective factors against symptoms such as impulsive or parasuicide acts. These societies are likely to provide protective rules, values and roles that tend to induce acceptance of family and community expectations and inhibit emotional expression. Western societies, on the other hand, offer more flexible values and rules, favouring individualism and greater emotional expression.
14 According to Linehan, achievement of personal goals is considered a priority, whereas a lack of motivation or discipline is associated with failure, a factor that could play a role in borderline personality disorder development in the Western world. 24 Millon 25 and Paris 26 consider that the increased prevalence of the disorder in Western countries in recent decades may also be due to rapid social change and the breakdown of community norms. Based on this argument, Paris suggests that immigration could be a trigger factor of borderline personality disorder as some patients who did not present symptoms in their country of origin developed them on immigrating to modern societies. Our results, however, do not coincide with this hypothesis as we found a lower risk of being diagnosed with borderline personality disorder among immigrants. Nevertheless, it should perhaps be taken into consideration that as immigration is a relatively new phenomenon in Spain, the immigrants evaluated in our centre are not yet totally immersed in their newly adopted society. Future studies in younger immigrants and second generations who will be more influenced by the Western way of life may be interesting and help clarify this. Another point that cannot be overlooked is the possibility that a lower incidence of borderline personality disorder diagnosis in immigrants could be related to the fact that those individuals who migrate might have a more 'resilient' personality than their counterparts who do not migrate.
As a second explanation, it cannot be ruled out that our findings might be explained by some methodological artefact in the diagnosis. If diagnosis of borderline personality disorder is particularly difficult in a psychiatric emergency service, it is even more complicated when there are cross-cultural differences. Our findings could be influenced by several types of bias: cross-cultural construct bias (originating from differences across cultures in the constructs being measured), cross-cultural method bias (as the result of administering the instrument across cultures), or crosscultural item bias (from the items being used as indicators of these constructs). A bias in cross-cultural clinical judgement is yet another valid possibility. 27, 28 However, the cross-cultural validity of borderline personality disorder diagnosis in our study was found to be acceptable, as all patients presented similar characteristics regardless of their country of origin. The differences between subgroups of immigrants could have been partly the result of a language barrier and/or misperception of culturally appropriate expression. Groups with the lowest risk of diagnoses, for example, had a more severe language barrier. However, clinicians had two resources at their disposal to deal with these communication difficulties. First, the hospital uses a network of foreign interpreters to help in clinical interviews when required, and second, the local health authorities provide a 24-h telephone interpreter system. Therefore, we consider it very unlikely that lower rates of borderline personality disorder diagnosis in patients of African and Asian origin are the result of diagnostic errors due to idiomatic difficulties. It should also be taken into consideration that different ethnic groups may express emotions and distress differently. In our sample, the sub-Saharan African subgroup did not express suicide risk or depressive symptoms, but it did show disruptive behaviour. In a study in the USA, Chavira et al 29 found that patients from South America presented higher levels of borderline personality disorder diagnosis than White or African American patients. In our setting, however, the South American subgroup had a similar percentage of the disorder to the indigenous group, possibly owing to their cultural similarities with Spain.
A final explanation could be that some subgroups do not seek help for typical borderline personality disorder symptoms. At present, in Spain, certain subgroups of immigrants, particularly those from Asian and sub-Saharan African countries, are more likely to have illegal status, and they are therefore less likely to voluntarily seek mental healthcare than the indigenous population or legal immigrants. Patients in these subgroups were more frequently brought to the psychiatric emergency service involuntarily and they usually present severe symptoms such as psychotic disorders or disruptive behaviour. The rates of borderline personality disorder diagnosis were therefore proportionally lower. Since, in our study, only one main diagnosis was assigned to each patient, in the presence of a severe psychotic disorder borderline personality disorder may have been overshadowed.
Study limitations
This study has several limitations. First, the reliability of diagnosis using an unstructured interview has been found to be poor 30 and is probably even lower in the case of the cross-cultural diagnosis of personality disorder. 31 Psychiatric diagnosis was based only on the information available at the emergency room, as a complete structured interview is not usually feasible in this setting. Although this is a major limitation of the study, prior studies appear to indicate that diagnoses made by clinicians in the psychiatric emergency service setting are highly reliable. 32 Second, as the study is based only on individuals who visited a psychiatric emergency service, it is very likely that the sample is not representative of the total immigrant population. Third, cross-cultural biases may play a role in the differences observed; however, we consider that the availability of interpreters at our centre helped to minimise this. Fourth, comorbid diagnoses were not analysed because each admission received only one main diagnosis. Some patients with diagnoses of affective, anxiety or drug use disorders possibly also had borderline personality disorder. And finally, as our study reflects patterns from a single urban emergency unit in Spain, its generalisation to other countries is likely to be limited.
Conclusions
Although migration is often considered a risk factor for mental health disorders such as schizophrenia, our current findings do not support the concept of migration as a risk factor for borderline personality disorder. Our results indicate that the emergency psychiatric clinicians diagnosed this disorder in immigrant patients less frequently than in the indigenous group, and that the Asian and sub-Saharan African subgroups presented lower rates of borderline personality disorder diagnosis than other subgroups. Further studies designed to analyse environmental risk factors such as immigrant status may contribute further to our understanding of this highly prevalent disorder. 
